Infantile abdominal aortic aneurysms are rare, usually detected incidentally, and associated with connective tissue disease or due to iatro genic causes. The diagnosis should be consid ered when a large cystic mass (especially pulsatile) is found in a neonate and confir med using color and duplex sonography. Undiagnosed aneurysms have a high mortality rate. Surgical treatment is warranted when the patient is stabilized and may result in a normal outcome, although future graft replacement may be necessary.
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Abdominal aortic aneurysms (AAAs), whether congenital or acquired, are extremely rare in infants and children. 1 The least common type of AAAs are congenital or idiopathic aneurysms. Congenital aneurysms may be saccular or fusi form and must involve all three layers (adventitia, media, and intima) of the involved artery. Most aneurysms in children are acquired and can be separated into those caused by (1) an underlying congenital abnormality causing medial degenera tion, such as EhlersDanios syndrome; (2) an arteritis, such as Kawasaki disease; (3) an arterial dysplasia, such as renal artery fibromuscular dys plasia; (4) an infection of the artery, either sys temic or local sepsis; or (5) trauma, such as cath eterization resulting in a false aneurysm. Most aneurysms in children or infants are acquired. Otherwise, a careful evaluation for a secondary disease is necessary. 2 
Congenital Abdominal Aortic Aneurysm and Hypertrophic Pyloric Stenosis in an Infant
The diagnostic evaluation of children is not significantly different from that of adults with vascular disease. However, the pediatric patient's surgical care is complicated by issues related to size, future growth, and availability of suitable conduits for repair. 3 Aneurysms in children, as in adults, may rupture with catastrophic consequences. The primary methods of diagnosis use Doppler sonog raphy, computed tomography, angiography, or conventional angiography. 2 We report this as the fifth case of an infant diagnosed with an abdomi nal aortic aneurysm. It is the only case involving the iliac arteries and having concomitant hypertro phic pyloric stenosis reported in the literature. The surgical results, but not the sonographic findings, were reported previously.
Case Report
A 6½weekold white male infant weighing 7 pounds and 4 ounces presented to the pediatri cian's office for emesis. The emesis had begun 3 weeks prior to the office visit and progressively worsened. Mother stated the infant vomited more than half the amount he ate 10 to 15 minutes after every feeding. Records show there had been a weight gain of about 17 ounces in the past 4 weeks. The infant was born at 38 weeks to a gravid 5, para 4 gestational diabetic mother in her mid30s with a history of smoking. The first few weeks of the infant's life were routine. Two weeks prior to this visit, the mother had changed the baby's formula hoping to improve the vomiting, but this change had no significant impact. The patient had not had an umbilical artery catheterization.
Pyloric sonography demonstrated hypertrophic pyloric stenosis ( Figure 1 ) and a large pulsatile cystic structure posterior to the stomach (Figures 2  and 3 ). Color Doppler confirmed an infrarenal aneurysm measuring 4.3 × 2.2 × 4.3 cm (Figure 4 ). There was high velocity flow on the Doppler images ( Figure 5 ). The AAA began below the renal arteries and extended distally into the proximal left iliac artery and into the right iliac artery to the level of the bifurcation of the external iliac artery. The right kidney, gallbladder, and intrahepatic ductal system showed no abnormalities. After the sonographic evaluation, further clinical assessment discovered hypertension and a pulsatile mass. The patient was referred to a children's hospital for further evaluation. Pyloromyotomy, control of the patient's hypertension with captopril therapy followed by elective aneurysmorrhaphy, and aortoiliac graft replacement were performed at the tertiary care center. 4 All skin biopsies were negative for connec tive tissue disorder. The patient was gradually weaned from antihypertension medications.
The infant was rescanned in our clinic in a year and had a normal followup sonogram except for postoperative findings. Future graft replacement as the patient grows may be necessary. 4 As our patient had no identifiable etiology for the aortic aneurysm, it was presumably a congenital aneurysm and therefore could have potentially been seen in utero if a sonogram had been performed.
Discussion
Most abdominal aneurysms reported in infants/ young children have an underlying etiology such as connective tissue disorders, trauma, or iatro genic causes. 2 There was no definite predisposing reason for our case of congenital abdominal aortic aneurysm. This AAA was incidentally discovered while performing a pyloric sonogram for the infant's emesis and failure to thrive. This is the first reported case of infantile AAA discovered by sonography involving the iliac arteries.
A search of the literature disclosed four other cases of idiopathic abdominal aortic aneurysms in infants. The first reported case was a newborn with a palpable mass. The incorrect preoperative impression was a probable neuroblastoma or Wilms tumor of the left kidney. 5 Another study involved a 22dayold infant diagnosed with an AAA during the physical examination after birth. A prenatal sonogram revealed a cystic lesion incorrectly interpreted as a left renal cyst. 6 A third report described a 6weekold infant with nesidio blastosis. The last case involved a 12monthold infant who presented to the emergency room with a catastrophic ruptured AAA. This patient had an uneventful medical history prior to the rup tured aneurysm. 7 
Conclusion
Congenital aortic aneurysms in infants are rare. A cystic mass in a neonate, however, should always be evaluated with color/duplex Doppler as a ruptured AAA has a high mortality rate. Inci dentally discovered aneurysms, as in our infant, should be recognized and appropriately referred to a tertiary care center for probable surgical interven tion. Magnetic resonance imaging and computed tomography angiography may also be used to diag nose AAAs, although sonography is usually the first modality in infants. Surgical treatment with graft placement is used usually because of pos sible rupture and renovascular hypertension.
